CONTRIBUTION TO THE SURGERY OF 
PYOSALPINX. 

BY R. C. COFFEY, M.D., 
or PORTLAND, OREGON. 

During the past three years I have performed sixty-five 
operations for pyosalpinx. Twenty-nine of these have been by 
vaginal operation, seventeen of the twenty-nine being total 
ablation; three have been removal of tubes without the uterus; 
nine have been cul-de-sac drainage; thirty-five have been done 
by the abdominal method, ten of which were drained through 
the cul-de-sac; three of the ten were drained through the cul- 
de-sac and abdominal wound, and twenty-two were not 
drained. Temporary fsecal fistula developed in two cases which 
were drained, both of which have closed spontaneously. In all 
of the abdominal operations except the three mentioned, the 
abdominal wall has been closed by layers of catgut reinforced 
by several silkworm-gut sutures passing through the skin fascia 
and muscle, and a subcuticular silkworm gut to close skin 
accurately. In eighteen of the thirty-five abdominal cases at 
least one of the tubes has been ruptured during the operation. 
In six of the cases slight suppuration has taken place in the 
abdominal wall. Of the sixty-five cases operated upon no 
death has occurred cither from the abdominal operations or 
from the vaginal operations. In one of the cases, which was 
an acute case and was drained through the cul-de-sac, the 
abdominal wound suppurated at the time, but patient recovered 
with no serious drawback. Later, she again took sick, and fell 
into the hands of another surgeon, who I understand found a 
large pus accumulation in the pelvic cavity extending well up 
the abdomen. I was never able to learn what the cause of the 
suppuration at this late date was, unless it was to some large 
catgut which was used at the time of the operation in tying off 
the pedicle, which was done by transfixion, owing to the aculc- 
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Fmj. i. —Average rase of uncomplicated ease of pyosalpiux, showing cystic ovaries, 


!•*»<;. 2. Kx setting (lie merino end of the tube ami closing with continuous catgut suture. 








Fig. 3. -Slumps after removal of lube awl cystic portion of ovary; beginning the suturing 
Iteriioueum of broad ligament to uterine tody. 


Fig. 4.—Kolb tubes have been removed; portions of each ovary have been removed, 
and with the slumps of tire broad ligament arc suspended under the roof made by the attach* 
meat of the peritoneum of the broad ligament to the uterine i>ody. 
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ness of tlie infection and urgency of the case. Of these cases, 
thirty-eight were done during the year of 1902, including the 
last month of 1901. I11 only two of the abdominal cases has it 
been necessary to remove both ovaries entirely. I11 every case 
from which I have been able to hear menstruation has gone 
on the same as if no operation had been done, provided a por¬ 
tion of an ovary has been left. The patients are universally 
feeling well as far as I have been able to learn. 

From my own experience, I have gradually developed a 
technique something like the following: After the abdominal 
incision has been made, first see if it is possible to push the 
intestines upward towards the diaphragm, and hold them by 
packing in gauze sponges; second, seek the fundus of the 
uterus. Having made way to the uterus, gradually insinuate 
the finger along the posterior surface until the cul-de-sac has 
been reached. Carry a gauze sponge down between the fingers 
and the uterus. From this point of cleavage separate adhesions 
from the centre as much as possible, gradually filling tbe space 
made with gauze sponges. As fast as possible separate adhesions 
of the intestines and push them back towards the diaphragm 
until they are well out of the way and a thick wall of gauze 
sponges separates the field of operation from the general ab¬ 
dominal cavity. Now gradually separate the adhesions hold¬ 
ing down the tubes and lift the uterus as high as possible with 
vulscllum forceps. Fig. 1 represents a drawing I have had 
made illustrating an average uncomplicated case of double 
pyosalpinx, or one in which the adhesions holding the tubes 
down have been broken up. The first step in the actual opera¬ 
tion is to exscct the tube by a V-shaped incision in the cornus 
of the uterus as shown in Fig. 2. Follow this up with a con¬ 
tinuous catgut until the V-shaped incision has been almost 
closed. Pul down this needle and thread; lift the tube as high 
as possible; ligate the web or ligament of the tube in three or 
four different sections with catgut, as close as is consistent. 
A certain amount of comparatively healthy and active ovarian 
tissue may be found at the base of almost every ovary, no mat¬ 
ter how cystic. Remove all the cystic portion, making, if 
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possible, a V-shaped incision, which is to he closed with a very 
fine catgut. This leaves a condition shown in Fig. 3. Now 
take up the needle and continuous catgut suture which has been 
used to close the V-shaped uterine incision, pass the needle 
through the peritoneum just external to the line of stumps 
(Fig. 3), then the side of the uterus, then through the peri¬ 
toneum, back to the side of the uterus, and so on until the 
peritoneum forming the weh or ligament of the tube has been 
brought in contact with the side and hack of the uterus (Fig. 
4). After this has been done, it is found that the raw stumps 
are hidden and in contact with the hack and side of the uterus 
The ovary is suspended by its normal ligament under a roof 
made of the peritoneum of the broad ligament, and is thus 
protected from contact with the intestines above (Fig. 4). 
The other tube and ovary arc treated likewise. Owing to the 
fact that very many of these cases tend to retroversion of the 
uterus, I have supplemented this part of the operation by what 
I have called, for want of a better name, posterior advance¬ 
ment of the round ligament (Fig. 5), which is done by seizing 
the round ligament an inch or an inch and a half from its 
uterine attachment and bringing a knuckle backward to he 
stitched to the posterior and lateral surfaces of the uterus and 
broad ligament by a line of catgut sutures, as shown in the 
drawing. This holds the uterus in its normal position. In 
the great majority of cases every raw surface may he covered 
up by this method. If there should he infection of the ovary 
or in the stump following the operation, there is hut one place 
for an accumulation to take place, namely, in the cul-de-sac, 
where it will do the least possible damage and he most easily 
reached. 

I believe drainage to he unnecessary except in acute cases, 
as the pus in a large per cent, of cases is sterile. When drain¬ 
age is to he used, I think it is certainly better and more satis¬ 
factory in every way to drain through the cul-de-sac, using two 
rubber tubes and two or three wicks of gauze. A rubber tube 
without the gauze does not retain its place well and does not 
always drain perfectly, while a simple gauze drain acting by 





!•*!<;. y— Posterior advancement of the round ligaments. 


Fhs. (>.—Another simple and easy way of disposing of stamps and raw surfaces. 









Fir*. 7.—Double salpingitis with resulting adhesions of long standing; ovaries both 
embedded and both fimbriated extremities closed. 


Fie. 8.—Right lulte ami ovary removed; left lube opened and edges wetted; catgut 
inserted in open tribe; portion of ovary exsectcri. 
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capillary traction does not drain well when applied from below. 
The combined drainage will always be found to act well. Ab¬ 
dominal drainage is unnecessary except to drain an abscess 
which extends unto the vcsico-uterine space or far out into the 
folds of the broad ligament. 

As an example, I will mention one case which is illus¬ 
trated in the last two drawings. Fig. 7 shows the results of 
repeated attacks of salpingitis. The patient was only twenty- 
six years of age and desired to bear a child. She insisted very 
strongly upon not having both tubes removed. Upon opening 
the abdomen the right tube was found to contain pus. The 
right ovary was very cystic and covered in with adhesions. 
The left tube was closed and bound down by adhesions which 
completely embedded the ovary. There was no acute inflam¬ 
mation present. The left tube had apparently emptied itself 
into the uterus. Instead of removing this tube, the adhesions 
were dissected away with scissors, and a portion of the ovary 
which was cystic was removed. The edge of the tube was 
opened with scissors, and the edges of the tube everted by a 
catgut suture turning back the edges of the incision (Fig. 8). 
In order to be sure that the opening would not again be closed 
by the omentum, a number two catgut was doubled, twisted, 
and inserted into the opening of the tube for about two inches, 
the outer end being held by a small interrupted catgut suture. 
The patient made a good recovery and is in perfect health, but 
has not yet conceived. 

I report this case to bring out this method of opening a 
closed lube, in case pus has apparently drained into the uterus. 
Both tube and ovary were removed on the right side. 

In summing up the advantages of this method, I would 
state the following: 

First. In the light of modern technique in abdominal sur¬ 
gery, the mortality in the hands of a competent operator is very 
little. 

Second. Every raw surface is covered with peritoneum 
if possible, and directed so it will drain into the cul-de-sac. 

Third. Future complications and adhesions are almost 
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altogether prevented by cxsecling the lube from the cornu of 
the uterus with a V-shaped incision, suturing the incision with 
catgut and bringing the peritoneum of the broad ligament 
and the stumps in contact with the uterine body. In this way 
the ovary and raw surfaces are all turned into the cul-de-sac, 
are sheltered by the overlying peritoneum from adhesions, and 
all broken areas arc brought into the cul-de-sac within easy 
reach in case of infection of either the uterus or remaining 
ovarian tissue. 

Fourth. Owing to the tendency of the uterus to be drawn 
backward by adhesions, a posterior advancement of the round 
and broad ligament, as shown in Fig. 5, serves a valuable 
purpose. 

Fifth. By this operation no vessel is tied which under 
ordinary circumstances would produce death from lucmor- 
rhage, even though all ligatures slip. 

Sixth. All the normal womanly functions can be main¬ 
tained except child-hearing in almost all cases. 'Die woman is 
spared the moral effect of a premature menopause. By cover¬ 
ing in all stumps and raw surfaces, but few adhesions form, 
and very few of the pains we formerly noticed following these 
operations are found. I believe the method of operation here 
represented is conservative surgery in that none of the normal 
functions and sensations of the woman arc destroyed. It is 
finished surgery in that all seriously diseased structures have 
been removed,-all raw surfaces have been covered, and the 
I items has been anchored ill its normal position. 



